When the Women's Health Initiative (WHI) and its related studies were designed, it was hoped that hormone therapy (HT) could accomplish multiple goals for women: symptom relief at the menopause, primary prevention of cardiovascular disease and osteoporosis, and even secondary prevention once women had developed disease. The recently published estrogen-only arm of the WHI 1 has reported again that global assessments of benefits and risks do not support the use of HT for reaching these manifold goals. The general internist seeking to promote as long, healthy, independent, and meaningful a life as possible must again consider how to address these aims separately.
In this issue of Journal of General Internal Medicine , several articles highlight the importance of alternative strategies to long-term health among women. The exploration of behavioral factors associated with menopause in the paper by Riley et al. is timely. 2 In a well-conducted survey of a community-based population, they report that lower body mass index (BMI) and moderate alcohol use are associated with lower occurrence of bothersome hot flashes among perimenopausal women, and high dietary fat with lower occurrence in postmenopausal women. The separate examination of women according to their stage of menopause is a strength of this study and may ultimately have important treatment implications. Also notable is the low rate of bothersome hot flashes (34%), with most described as mild. Certainly, some of the most difficult results of the WHI studies to interpret and apply in clinical practice are the cardiac outcomes from long-term HT. Studies have been reported with two levels of statistical significance with resulting ambiguity in the interpretation of results. 1, 3 Domains of uncertainty persist, specifically with regard to the effect of age on cardiac outcomes. In a well-conducted meta-analysis of randomized trials, Salpeter et al. explore the possibility of a mortality benefit among younger women using HT. 4 Although a mortality benefit is reported, no benefit in cardiac outcomes is seen. Thus, little support is found for the proposed biologic mechanisms-through cardioprotective effects of HT before early vascular damage ensues. Nor is there strong support for this hypothesis in the estrogen/progestin arm of the WHI, although there may be a nonstatistically significant trend in the age subgroup analyses reported thus far from the estrogen-only arm. 1 Nonetheless, because of the high mean age in the WHI (63 years), the door for further exploration of this hypothesis remains ajar.
For women who go on to develop osteoporosis or cardiac disease, effective secondary prevention strategies exist but are underused. In an exploration of guidelines and adoption of bone mineral prevention testing, Morris et al. highlight the low use of bone mineral density (BMD) testing, an important step in the prevention of postmenopausal osteoporotic fractures. 5 In this study, only 8% of women with a previous fracture underwent BMD testing. Although the lack of consensus among osteoporosis guidelines is raised as a possible explanation, the National Osteoporosis Foundation, 6 Cardiac rehabilitation programs foster comprehensive risk factor modification to aid secondary prevention, an intervention philosophically in keeping with generalist practice. However, in a study of use and racial disparities in the use of cardiac rehabilitation programs, Allen et al. report that less than 20% of women who had a recent myocardial infarction were referred for cardiac rehabilitation. 10 Reasons for low adoption of accepted strategies by physicians have been recently explored in the Journal and may include knowledge, attitudes, incentives, and systems issues.
11
To the extent that knowledge and attitudes are barriers to physician adoption of primary and secondary prevention strategies, education is part of the solution. Wayne and DaRosa report practicing clinicians' evaluations of both the relevance and adequacy of instruction in women's health that they received during residency, using as a framework a cognitive and procedural curriculum published by the Federated Council for Internal Medicine. 12 Whereas basic gynecology (Pap smears, vaginitis) scored well, cognitive areas including osteoporosis and menopausal symptoms were among those with the largest discrepancies between relevance (high) and adequacy of instruction (low). Such studies can help guide the design of women's health curriculum in the coming years. The articles in this issue of JGIM challenge us to continue examining evidence in the field of women's health and to apply clinical strategies proven to enhance quality of life over a woman's lifetime. The lifespan of women in the United States offers many such opportunities; a 50-yearold woman has a life expectancy of 32 years, a 65-year-old woman of 19 years, and an 80-year-old woman of 9 years. 13 Responding to this challenge will require further work. Preventive care lends itself well to such technological innovations as reminders 14 and risk prediction tools. 15 However, improving care for older women, whose conditions may be complex 16 and chronic, requires an understanding of patients' and our own sometimes conflicting attitudes toward aging, disease prevention, and risk. [17] [18] [19] There are multiple and repeated points on the continuum of women's lives where preventive interventions are beneficial, but we have much to learn about how best to incorporate these approaches into our clinical practice. 
